MISSOURI DIVISION OF HEALTH ~ STANDARD CERTIFICATE OF DEATH ESS 038469
DEPARTMEN F AUB HEALTH AND WELFA
Te L':egllrranonTDum:I Na. _---T___!._B .L rimary Registration Distirict No, ‘_5_-_¥__/____Regmﬂr ‘s Na. é_z_é_g__ STATE FILE NUMBER

DO NOT WRITE
ON THIS STUB AMENDED

1 PLACE OF DEATH 2 USUAL RESIDENCE (Where decessed lived. If instifulion: Residence befors
. N ingi
a, COUNTY St Louis a. STATE Mo b, COUS'E Louis admirsion)
Bb. CITY (If outsida corporate limits, give TOWNSHIP only) Langth of #tay in tb . CITY Intide Limits

OR OR
TowN Clayton DOA TOWN  Qverland Yeu g No O

¢. FULL NAME OF (If NOT in hospital, give location) Insida Limits d. STREET i i i i
HOSPITAL OR 9 i RN (If cutside, give locatian) Reside on farm

INSTITUTION St Louis Co Hosp Yes[§ NeDD 9577 Pagewood Yer O Mo
3. NAME OF DECEASED First Middle _Lamt 4. DATE Month Day

(Type or print] SAMUEL T SHOCKEY . i Sept 5 1963

5. SEX 6, COLOR OR RACE 7. married []  Never Married [] |B. DATE OF Bl 9. AGE {lay birthday} | IF UNDER 1 YEAR | IF UNDER 24 HR
Male hite Widowed [ Divareed | 16/28/'. 0 35 54 [ l Days | Hours | Min,
T0s. USUAL OCCUPATION (Give kind of work done | 10b, KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE {City and state or ceuntry) | 12. CITIZEN OF WHAT COUNTRY
during ing life, If retired
oIS Etgiino life. even IF setired] Freight Truckind Cb St Louis Mo UsA

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

Samuel A Shockgy Alice Goodwin ammmm—ama
15, WAS DECEASED EVER IN U.5. ARMED FORCES? 16, SOCIAL SECURITY NO. |[17. INFORMANT Address

®3, No, or nawn) un, give war of dalea of servi
" S oo of rer Phoebe Shockey 9577 Pagewood

18. CAUSE OF DEATH (Enter only one cause per line Tar (&, (O], ana {c). INTERVAL BETWEEN
PART |. DEATH WAS CAUSED B ONSET AND DEATH

mmeDiaTe cavse @ UTIknown natural causes Unk

VS 300
Rev. 4/59

Sooa|
2,f00 X

"DATE AMENDED

Year

DOCUMENT

Conditions, if any, DUE TQO (b)
which gave rite to
above causa (3],
stating the wnder-
lying cousa last. DUE TO (<) . -

PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TQ DEATH but not relsted to the terminal PART 11l. If decoased was fernale was
diseaws condition given in PART | [a) there & pregnancy in last 50 days.

] O Y ] O No I O Unknown

19. WAS AUTOPSY | 20a. ACCBENT SUICDIDE HOMﬁUDE 20b. DESCRIBE HOW INJURY OCCURRED. [Enter peture of injury in PART | or PART II of itern 18.)

PERFORMED?
YES[Q NOM

20c. TIME OF Hour Month, Day, Year
INJURY a.m,
p.m.

20d. INJURY OCCURRED 0. PLACE OF TNJURY (e.g., in or sboyt home, | 20f. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK [ tarm, factory, street, office bidg., ewc.)
NCT WHILE AT WORK [

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

h
and last saw h?,:‘ alive on

21. | antended the d d from.

— to
Death occurred at. A m on the date stated above, and to the best of my knowledge, from the couses ststed.

222 SIGNATUR ’ 22b. ADDRESS T . 22c. DATE SIGNED

Coroner| Clayton, Missouri 1 9/9/63 .

23a. BURIAL, CREMATIO . 23¢. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, ar county) {State}

REMOVAL (Specity) G . ' .
Remova %9/7/63 Calvarv Cemeterv St Louis Mo
74 FUNERAL DIRECTOR ACDRESS 25. DAYE RECD. BY LOCAL REG. | 26(“QEGISTRAR'S SIGNATURE

Ortmann F Home 9222 Lackland Qverland Mo 7" S"é._a of

(Licensed Embalmar's Statemant on Reverse Side)

USE BLACK INX

SHOULD READ

TYPEWRITER RIBBON

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER

| hereby, certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by Student Embalmer No.

" working under my personal supervision.

Student Signed uﬁvﬁ C) @4/;,1,./: ot

Signature of Student Embalmer

Licensed Embalmer No. Q/%)f

P. O. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hls OWN HANDWRITING {Failure to oomply
with the above constitules grounds for revocation of license). -
If embalmed by a STUDENT, he also shall slgn in his OWN handwriting. *
If this body is, not embalmed fact should b€ so stated above
_-J' R

i
A




